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Summary
Background: Upper respiratory tract infections (URTI) are com-
mon conditions for which individuals seek health care. The pre-
sent study analyzes the satisfaction of URTI patients with gener-
al practitioners offering conventional treatment, alternative
treatment, or a combination of both. Patients and Methods: Pa-
tients’ satisfaction with care was evaluated based on concepts
of structure, process and outcome. Data were drawn from a na-
tionwide cross-sectional survey, conducted in Switzerland,
which evaluated conventional (COM) and complementary
and/or alternative medicine (CAM). Participating physicians pro-
vided information about care structure. A questionnaire filled
in by doctors and patients in parallel during the first visit pro-
vided information about the process of care (e.g. patients’ gen-
eral health, duration and severity of symptoms, co-morbid con-
ditions, diagnostic/therapeutic procedures and consultation
time). One month later, patients completed a second question-
naire on their subjective disease- and treatment-related health
status, beliefs and fulfilment of expectations, and treatment ef-
fects (outcome). Results: Structural and procedural differences
were found. The most striking was the significantly longer con-
sultation time with CAM physicians. Patients’ satisfaction as an
outcome variable, however, did not differ between the different
treatment approaches. Conclusions: General practitioners, of-
fering a variety of treatments, accommodate an important de-
mand in primary health care. Regardless of differences in struc-
ture and procedure of the practice types, patients perceive
equal benefits of treatment after one month. Nonetheless, pos-
sible long-term effects of longer consultations in CAM practices,
such as a possibly more stable long-term amelioration of
health, have to be carefully evaluated in future studies with the
same study design. 
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Infektionen der oberen Atemwege
Zusammenfassung
Hintergrund: Infektionen der oberen Atemwege sind häufige Er-
krankungen, die zum Arztbesuch führen. Die vorliegende Studie
untersucht die Zufriedenheit von Patienten mit Infektionen der
oberen Atemwege mit der medizinischen Grundversorgung in
Form von konventioneller und/oder alternativer Therapie. Pa-
tienten und Methoden: Basierend auf dem Konzept von Struk-
tur, Prozess und Ergebnis wurde die Patientenzufriedenheit mit
der Versorgung durch Ärzte mit konventionellem und/oder
alternativem Behandlungsansatz evaluiert. Die Daten stammen
aus einer schweizerischen Querschnittsstudie, welche konven-
tionelle Arztpraxen (COM) mit solchen, die alternative Medizin
(CAM) anbieten, vergleicht. Die beteiligten Ärzte lieferten Infor-
mationen über die Struktur der Versorgung. Fragebögen, die
von Arzt und Patient beim ersten Besuch parallel ausgefüllt
wurden, lieferten Angaben über Behandlungsprozesse (z.B.
allgemeiner Gesundheitszustand des Patienten, Dauer und
Schwere der Symptome, zusätzliche Erkrankungen sowie dia-
gnostisch/therapeutische Verfahren und Behandlungsdauer).
Die Patienten füllten einen Monat später einen zweiten Frage-
bogen aus, der die Patientenzufriedenheit mit dem subjektiven
krankheits- und therapiebezogenen Gesundheitsstatus, ihre
Vorstellungen und die Erfüllung ihrer Erwartungen und die Be-
handlungserfolge erfasste. Ergebnisse: Strukturelle und prozess-
orientierte Unterschiede zwischen den Behandlungsansätzen
wurden gefunden. Am auffälligsten war die signifikant längere
Konsultationsdauer beim CAM-Arzt. In Bezug auf die Patien-
tenzufriedenheit als Zielgröße konnten keine Unterschiede zwi-
schen den Behandlungsansätzen festgestellt werden. Schluss-
folgerungen: Die Allgemeinmedizin, die in der Schweiz viele
verschiedene Behandlungsarten umfasst, befriedigt eine wichti-
ge Nachfrage in der medizinischen Grundversorgung. Trotz
struktureller und prozessorientierter Unterschiede scheinen die
Patienten die verschiedenen Behandlungsarten nach einem
Monat als gleich gut einzuschätzen. Jedoch müssen weitere
Studien mögliche Langzeiteffekte wie eine möglicherweise sta-
bilere Verbesserung der Gesundheit, die aus längerer Konsulta-
tionsdauer beim CAM-Arzt resultieren könnte, mit demselben
Studiendesign untersuchen. 
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In view of expensive health care systems with finite resources
and rising expectations, treatment evaluations have become
more and more important. Due to the fact that in Europe and
in the United States an increasing number of patients seek var-
ious methods of alternative medical treatments [1, 2], the Swiss
government decided in 2002 to evaluate five methods of alter-
native and complementary medicine (CAM) – homeopathy,
anthroposophy, neural therapy, herbal medicine, and tradition-
al Chinese medicine – which had been provisionally included
in the basic health insurance in 1998 for a period of 5 years.
Funded by the Swiss Federal Office of Public Health, a nation-
wide cross-sectional evaluation was performed to compare al-
ternative and conventional treatment methods [3]. Although
there is much debate about how quality of care should be mea-
sured, levels of user satisfaction are highly relevant signals as
they reflect the consumers’ perceptions of the standards
achieved [4, 5]. Studies have shown that, basically, satisfaction
can be related to patient demographics [6], patients expecta-
tions [5], time spent with the physician, and also to an individ-
ual’s satisfaction with life in general [7]. As part of this project,
the aim of our study was to evaluate patients’ satisfaction
under the specific medical condition of upper respiratory tract
infections (URTI), known to be a common but not life-threat-
ening reason for consulting a general practitioner. Thereby, a
3-level analysis (structure, process and outcome) [8, 9] was per-
formed to evaluate if structural variables on the physician’s
side and/or the process of care with demographic and health-
related variables among patients diagnosed with URTI are as-
sociated with the degree of treatment satisfaction and the ful-
filment of expectations under different treatment approaches.
Materials and Methods 
The data for this study are drawn from a nationwide cross-sectional sur-
vey in Switzerland that evaluated the use of conventional and/or alterna-
tive treatment in primary care [3]. The project was designed based on the
concepts of structure, process and outcome, the latter including 2 compo-
nents: intervention and interaction-related outcome. 
All certified physicians for alternative therapies – including homeopathy,
anthroposophy, neural therapy, phytotherapy, or traditional Chinese med-
icine (according to the Swiss Medical Association [FMH]) – were invited
to participate. Additionally, a random sample of primary care physicians
not certified in any medical CAM discipline was asked to participate. The
participating physicians were divided into 3 groups according to self-de-
clared medical activity and professional qualification (list provided by
FMH):
– Certified CAM physicians (CAM+): physicians who perform comple-
mentary and alternative medicine with certificates provisionally rec-
ognized by basic health insurers and with expenditures for CAM re-
imbursed.
– COM physicians: physicians who perform solely conventional medical
procedures.
– Non-certified CAM physicians (CAM–): physicians who perform con-
ventional and alternative procedures without approved certification
in CAM according to their own declaration and without reimburse-
ment of expenditures for CAM by basic health insurances.
In a first step, the structure of care was evaluated among the 3 groups of
participating physicians. Then, for the evaluation of processes of the pro-
vided care, the practitioners recruited patients attending their practice on
specific days [3, 10]. A first sampling took place in the waiting room prior
to the consultation. By use of questionnaires the patients, who participat-
ed on a voluntary basis, were asked their demographic and educational
status and the severity of their complaints. In parallel, the physicians com-
pleted a questionnaire on each participating patient. Answers were given
concerning patients’ general health, duration and severity of his symp-
toms, main diagnoses and co-morbid conditions, diagnostic and therapeu-
tic procedures. The latter were assessed and classified into 4 groups: ‘con-
ventional’, ‘alternative’, ‘combined treatment’ and ‘other/none.’ Due to
the fact that consultation time alone may already be associated with the
degree of patient satisfaction [6, 11, 12], physicians were asked the dura-
tion of each consultation. Criteria for the inclusion of physicians (whether
COM, CAM–, or CAM+) in the study were working at least 2 days a
week as primary care providers, and for the inclusion of patients: age >16
years and being diagnosed by their physicians with URTI according to the
ICD-10 classification (J00 = acute rhinopharyngitis, J01 = acute sinusitis,
J02 = acute pharyngitis, J03 = acute tonsillitis, J04 = acute laryngitis or tra-
cheitis, J05 = acute obstructive laryngitis or epiglottitis, J06 = acute infec-
tion on several sites). Study design and data management ensured that
the physicians remained unaware of the patients’ answers. Physicians
were reimbursed with 500,– SFR (approximately 330,– EUR) for their
expenditures.
A second sampling among the patients followed 1 month later by sending
a questionnaire to the patients’ home addresses inquiring into their per-
ception of disease- and treatment-related health status, beliefs and fulfil-
ment of expectations, and treatment effects, thereby measuring interven-
tion-related outcome. General patient satisfaction with their doctor was
assessed with the same questionnaire used by the survey conducted by
the European Task Force on Patient Evaluations of General Practice (Eu-
roPEP) [11]. The EuroPEP questionnaire provides information on what
patients expect of and value in general practice care and refers to interac-
tion-related outcome. All of the 23 questions have a 5-point answer scale
ranging from poor to excellent and cover the following dimensions: 
– relation and communication (6 questions),
– medical care (5 questions)
– information and support (4 questions),
– continuity and cooperation (2 questions),
– facilities availability and accessibility (6 questions).
Mental and physical components of health measures were explored with
the SF-36 questionnaire [13], which is a widely used instrument in health
service research to assess health-related quality of life. The validity and
reliability of this instrument has been established for measuring quality of
life in large populations of both healthy and diseased individuals. The goal
was to obtain valid estimates of physical and mental well-being in the
study population in order to scale potential differences of outcomes. The
SF-36 data were therefore not considered as an outcome but as attributes
of patient populations.
For the analysis of the data the patients were grouped according to the
physicians’ indications about possible diagnoses beyond URTI, since co-
morbidity influences the degree of satisfaction with the primary care ser-
vice [6, 14]. Co-morbidity was defined as having one or more diagnoses in
addition to the main diagnosis of URTI. Assuming that patients with com-
plex and/or chronic conditions require longer consultations to allow ade-
quate time for the review of their illness and treatment, as well as an op-
portunity to raise issues and concerns about their illness, its impact on
their lives, and their personal management strategies, the chronicity of the
disease state was asked. Health problems of the upper respiratory tract
lasting >3 months before the analyzed consultation (self-declared in the
consultation questionnaire) were classified as chronic, and those lasting 
≤3 months were categorized as acute. 
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Data Management and Data Analysis
All data were recorded using a relational database. Forms filled in by 
patients and physicians during consultations were coded and recorded
manually. Questionnaires mailed to patients 1 month after the initially
recorded consultation were designed to be machine readable and were
recorded by the Swiss Federal Office of Information Technology using
OCR procedures.
Data analysis was performed in 2 steps. A first step included descriptive
analyses using tables and graphs. Analytical procedures were applied in a
second step. Differences between groups for age, consultation time and
SF-36 data were analyzed with multivariate linear models. Ordinal out-
comes were reduced to 2-level scales with the most favourable answer cat-
egory coded as 1 (in health status and degree of disorder, the two most
favourable answers were coded as one) and all other non-missing cate-
gories as 0. These data were analyzed using multivariate logistic regres-
sion models. Co-variables of multivariate models were defined a priori
and were aimed towards adjusting for demographic factors of the patients
(age and gender). All analytical procedures accounted for clustering of
observations at the practice level using Taylor series expansion proce-
dures for the 2 × 2 tables and mixed effects, hierarchical models for multi-
variate procedures [15, 16]. 95% confidence intervals (95% CI) of means,
proportions and odds ratios were calculated accordingly. 
Results
The data for this study derived from a cross-sectional survey
including 360 practices and 11,932 adult patients (>16 years)
seeking conventional and/or complementary primary care.
Most patients were diagnosed with musculoskeletal disorders
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Total COM CAM– CAM+
  
% % 95% CI % 95% CI % 95% CI
Responders 33.6 24.8–42.4 40.7 28.6–52.9 56.8 35.8–50.7
Female doctors* 18.4 7.6 0.4–14.6 20.0 8.9–31.1 23.1 15.0–31.2
X-ray* 51.7 83.0 72.9–93.2 68.0 55.1–80.9 27.9 19.4–37.5
Ultrasound* 22.2 18.9 8.3–29.4 40.0 26.4–53.6 15.4 9.1–23.8
Echo cardiograph* 88.4 100 94.0 87.4–100 79.8 70.8–87.0
Lab analysis* 86.5 98.1 94.4–100 92.0 80.8–97.8 77.8 68.7–85.9
Mean 95% CI Mean 95% CI Mean 95% CI
Age of doctors, years 52.2 50.2–54.1 49.0 47.3–51.4 51.0 50.1–52.7
Number of URTI patients treated 2.3 2.16 1.78
*Significantly different distribution (p < 0.05).
Table 2. Demographic attributes and perceived health status of patients (process)
Total COM CAM– CAM+
  
% % 95% CI % 95% CI % 95% CI
Proportion of responders to second questionnaire after one month* 45.8 33.6 24.8–42.4 40.8 28.6–52.9 56.8 49.3–64.2
Proportion of female patients 72.1 61.0 46.6–75.3 75.0 64.2–85.8 75.2 66.6–83.8
Education: proportion of patients with university degree 30.5 29.3 13.3–46.8 22.7 9.8–35.6 34.3 24.7–43.8
General health: very good or excellent (5-point scalea) 37.9 46.3 23.1–69.5 43.2 25.7–62.5 32.4 19.4–45.4
Serious symptoms (3-point scaleb) 22.7 18.9 4.7–33.0 18.4 4.9–31.9 25.7 17.5–33.9
Degree of disorder: strong or very strong (5-point scalec) 4.7 4.8 0–7.3 4.5 0–13.5 5.7 0.6–10.9
Proportion of chronic patients* 18.9 19.5 8.3–30.7 4.6 0–10.8 26.0 15.8–33.7
Proportion of co-morbidities (≥1) 22.1 29.3 16.3–42.2 18.2 6.8–29.6 21.0 10.9–31.0
Proportion of applied conventional therapy* 38.9 95.1 88.3–100 47.7 27.0–68.4 13.3 5.9–20.7
Mean Mean Mean Mean
Age of patients, years 42.6 43.1 39.7 42.0
a Excellent – very good – good – mediocre – bad.
b Serious – mediocre – marginal.
c Weak – rather weak – mediocre –strong – very strong.
*Significantly different distribution (p < 0.05) 




























   
   
   
   
   





















(16%) followed by patients with cardiovascular diseases
(15.8%). Diseases of the respiratory system were diagnosed
in 1,097 patients (10.7%), of whom 415 (37.8%) were treated
by 207/360 physicians for URTI. 190/415 (45.8%) patients re-
sponded to the second questionnaire and were included in the
study. 
Characteristics of Physicians and Practices (Structure of Care)
The evaluation of the physicians’ sample (n = 207) showed no
differences in the mean age and years since graduation. There
was no significant difference in the number of patients treated
among the 3 groups, but significantly more female practition-
ers were found in the CAM physician group. Noteworthy is
the significantly broader technical equipment of COM prac-
tices (table 1). 
Demographic Attributes and Perceived Health Status of the
Patients (Process of Care)
Of the 415 patients who had filled in the first questionnaire
190 also answered second questionnaire 1 month later and
were included in the study. Significantly more patients from
the CAM+ group than from the other two groups returned the
second questionnaire. Basic demographic and health status
data of the included patient population are given in table 2.
The patients of the different practice types (COM, CAM–,
CAM+) showed no significant differences in distribution of
age and gender or in educational levels. General health, sever-
ity of symptoms and the degree of disorder were perceived as
equal across the patient groups. Age- and gender-adjusted
odds ratios for these variables yielded no significant differ-
ences between the groups, although age appeared to be a sig-
nificant factor (p = 0.049) for general health status. Significant
differences were found in the duration of health problems.
Considerably more patients of CAM+ physicians stated that
their health problems lasted longer than 3 months (p = 0.014).
Possible factors which could influence chronicity as the depen-
dent variable were analyzed in a random effects model. The
practice type acted as a significant effect. Those physicians of-
fering COM see significantly fewer chronic patients than those
physicians offering CAM+ (p = 0.0166) but more than the
CAM– physicians (p = 0.0192). The only additional variable
with a significant effect to the chronic state was patient’s age
(p = 0.0138), with older patients obviously being more likely
to be chronically ill than younger patients. Patient gender had
no influence on chronicity. No significant differences were ob-
served in the age- and gender-adjusted physical and mental
health scores (from the SF-36 questionnaire).
Diagnostic and Therapeutic Attributes of Consultations
(Processes of Care)
The diagnostic and therapeutic procedure was investigated
with the physicians’ questionnaire. Consultation frequencies
showed a clear seasonal peak in winter without significant dif-
ferences between groups. 24.5% of all consultations were con-
sidered by physicians as emergencies; no significant differ-
ences between groups were observed here. 
Considerable differences between groups were observed in
the duration of consultations (fig. 1). A subsequent analysis
across treatment modalities indicated that very long consulta-
tions were particularly observed for homeopathic treatments
(25% of consultations in this group lasted >25 min). As such
long consultations are not uncommon in homeopathy, they
could not simply be declared as outliers; log-transformed con-
sultation times comprising the full dataset were thus used for
subsequent statistical analyses. Age- and gender-adjusted con-
sultations with CAM+ physicians (LSM = 19.5 min) lasted sig-
nificantly longer (p = 0.0264) than consultations with COM
physicians (LSM = 15.58), CAM– falls in between (LSM =
16.7 min) and is not significantly different from COM. Addi-
tional co-factors such as chronicity or the interaction between
chronicity and the practice type showed no significant effect. 
The analysis of the therapeutic procedures revealed that COM
physicians employ conventional therapy in 95% (n = 39) of
their consultations. Only rarely (n = 2) do COM physicians
solely use alternative or combined conventional and alterna-
tive therapies. CAM+ physicians apply conventional therapy
in only 13.3% (n = 14) of their cases, while a combination of
conventional and alternative therapy was used in 10.5% (n =
11). In 76% (n = 80) of the cases CAM+ physicians used alter-
native therapy alone. The use of alternative treatments by
CAM– physicians falls between that of COM and CAM+
physicians.
Outcome Variables
Intervention-related outcome variables such as symptom reso-
lution, treatment satisfaction and treatment success, side ef-
Forsch Komplementärmed 2007;14:346–352Satisfaction with Primary Health Care 
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Fig. 1. Consultation time. Box plot of mean consultation time (min) and
the 95% CI in the 3 practice types for acute, all and chronic patients with
a significant difference in consultation time between COM and CAM+



























   
   
   
   
   





















fects of treatment, and other treatment effects were assessed.
Neither of these outcome variables showed a significant dif-
ference when expressed as age- and gender-adjusted odds ra-
tios of the most favourable outcome of COM compared to
CAM– or CAM+ physicians. Table 3 includes the respective
intervention-related outcomes (in %) of the 3 groups. The in-
teraction-related outcome assessed with the EuroPEP ques-
tionnaire yielded minimal differences among the 3 groups for
all of the 5 dimensions evaluated when assessed in the same
manner (fig. 2). Only one question (no. 15: Helping you un-
derstand the importance of following his or her advice?) con-
cerning the dimension ‘Information and support’ and one
question on ‘Facilities availability and accessibility’ (no. 20:
Getting through to the practice on telephone?) revealed a sig-
nificant difference in favour of COM versus CAM+ physi-
cians. Two other questions, one in the dimension ‘Communi-
cation and relation’ (no. 3: Making it easy for you to tell him
or her about your problem?) and one in ‘Information and sup-
port’ (no. 14: physician explains well the importance of follow-
ing the advice) were answered more favourably for CAM–
physicians versus COM physicians. 
Discussion
This study evaluated the quality of care for patients suffering
from URTI and treated with conventional and/or alternative
methods. The study design was based on the concept of struc-
ture (input), process, and outcome [8] and focused on individ-
ual users. The results showed significant differences in struc-
ture and process of care in the three practice settings of COM,
CAM–, or CAM+ physicians. However, no significant differ-
ences in patient’ satisfaction as outcome variable was found. 
Structure referring to resource and doctors’ characteristics as
conduits through which care is delivered yielded differences in
technical equipment. Obviously, alternative and complemen-
tary trained physicians use fewer technical diagnostic devices
like x-ray, ultrasound or lab analysis. We found, consistent
with the current literature [17–19], proportionally more fe-
male physicians predisposed to CAM than their colleagues in
the COM group. Additionally, this pattern of more female
physicians in less technically equipped practices can be due to
the fact that female doctors tend to have a different focus on
patients with more psychosocial, behavioural and metabolic
disorders [20, 21], where technical equipment is not of para-
mount importance. 
Process of care, the actual care given, with demographic and
health-related characteristics of patients as well as the actual
consultation time, which is thought to serve as a therapeutic
and diagnostic attribute in the process of care, showed differ-
ences as well. CAM+ users are more chronically ill as com-
pared to CAM– and COM users. This may indicate that
chronically ill patients look for alternative treatments because
conventional treatments have kept failing. A recent study of
the US population showed that higher income, which partially
runs in parallel with higher education, and female gender are
further determining factors for choosing a CAM+ physician
[22]. Our study tends to result in higher proportions of better
educated and more female patients as CAM+ users; the distri-
bution, however, is not significantly different in the 3 groups
after correction for the other factors. This finding is probably
due to the fact that URTI is a common but mostly self-limiting
disease [23] with well-established conventional and/or alter-
native treatment approaches [24]. In terms of the number of
co-morbid conditions, our data provide no indication that
CAM+ physicians treated more patients with complex health
problems than CAM– or COM physicians. Concerning the
therapeutic and diagnostic attributes of the process of care,
the significantly longer consultation times of CAM+ physi-
cians were striking, irrespective of the patient’s chronic state
of the disease or the co-morbidity. 
Outcome refers to quality of care as a consequence of struc-
tural and procedural attributes. Intervention-related quality of
care refers to the perceived treatment efficacy in terms of
350 Forsch Komplementärmed 2007;14:346–352 Schoeni-Affolter/Matter-Walstra/Widmer/
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Total COM CAM– CAM+
  
% % 95% CI % 95% CI % 95% CI
Symptom resolution 
(4-point scalea) 59.8 65.8 50.4–61.3 63.6 46.6–80.6 55.8 45.9–65.7
Treatment satisfaction 
(4-point scaleb) 60.9 73.1 58.1–88.2 61.0 44.0–75.1 56.4 46.3–66.6
Treatment success 
(3-point scalec) 65.2 71.8 56.2–87.4 65.9 53.2–78.6 62.5 53.0–71.9
Treatment side effect 7.9 9.7 0–19.8 11.4 1.4–21.4 5.8 1.3–10.4
Other treatment 
effects (positive) 21.9 10.2 0.9–19.5 21.4 7.7–35.2 26.5 16.4–36.5
a Resolved – almost resolved – weaker – unchanged.
b High – positive – negative –not at all.
c Good – mediocre – little.




























   
   
   
   
   





















matched expectations of treatment results, symptom relief,
and frequency of adverse side effects. The evaluation of inter-
action between patient and physician is based on the individ-
ual perception of what occurred during a consultation. After 
1 month, the patients of the 3 groups were equally satisfied
with the intervention-related quality of care as well as with
the evaluated interaction in terms of the 5 dimensions of the
EuroPEP questionnaire. We must assume that they have
clearly defined preferences about the characteristics of the
care provided. However, longer consultation times in CAM+
practices did not automatically result in better outcomes in
terms of quality of care [25]. The quality of time spent with the
physician seems to matter more than its quantity, at least re-
garding a diagnostic group, which is known to have a predom-
inant natural course with rapid restitution after a few
weeks/days, mostly unaffected by any medical intervention. 
The study therefore shows that none of the practice types has
a monopoly on high quality care according to the patients’
judgments: different types of treatment may have different
strengths [6]. Purely economic considerations suggest that
CAM+ physicians can limit their consultation times, especial-
ly for often acute, minor illnesses such as URTI. Patients with
acute URTI need to have access to quick and simple services
and advice appropriate for this indication [26]. Yet, possible
long-term effects in terms of less chronification or fewer re-
current infections, which could possibly result from longer
consultation times, in which patients are encouraged to con-
trol their own health care decision, was not assessed due to
the short time window of 1 month. Additional research with
stratifications according to the applied therapies and longer
time windows is needed to determine if the significantly
longer consultations in CAM+ practices lead to what has
been described as patient ‘enablement’ [27], better compli-
ance, and prevention. 
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Fig. 2. Results of the EuroPEP questionnaire.
Odds ratios of EuroPEP questions: Compari-
son between most favourable answers of COM




























   
   
   
   
   






















The results of our study are limited by the restriction of the
sampling frame as being a part of a health technology assess-
ment (HTA) project to evaluate the health status and health
care utilization of patients in complementary and conventional
primary care in Switzerland. There was no intention to study
the effectiveness of one single treatment. Outcomes were sole-
ly based on patient perceptions. Further limitations common to
this type of research refer to selection bias of physicians who
voluntarily participated in the project and response bias of pa-
tients who decided to complete the questionnaires. 
Strengths of the study are related to the fact that physicians
shared the same biomedical background: all physicians were
trained and certified in conventional medicine, and EuroPEP
as an extensively validated patient satisfaction instrument was
used to assess the quality of physician-patient relationship.
Because COM physicians applied conventional therapy in
>95% of cases, and CAM+ physicians employed alternative
treatment in 86% of all consultations, physicians and their
treatment applications are well characterized by the COM,
CAM–, and CAM+ designations. 
Conclusions
The results of this study show no difference in patient-based
evaluation of satisfaction with care under conventional, alter-
native, or combined treatment for URTI. Physicians with an
alternative approach spent significantly more time with their
patients, irrespective of chronicity or co-morbidity, without an
additional patient-perceived short-term benefit. Even though
the challenge to physicians of optimizing clinical success and
controlling costs in an expensive health care system with rising
expenditures must remain, the long-term outcome of patients
with longer consultations in CAM practices resulting in po-
tentially stable long-term health amelioration with reduced
use of medication, and in the end, resulting in a less expensive
health system, remain to be evaluated in future studies.
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